Family members and friends provide significant support for older relatives in long-term residential care (LTRC). Yet, they occupy ambiguous positions in these settings, and their relationships with LTRC staff can involve conflicts and challenges. Based on an ethnographic project carried out in North America and Europe, this article identifies practices that promote meaningful family participation in care home life. We consider instances of rewarding family involvement upon admission to LTRC, throughout the time a relative is living in a care home, and during the final stages of life. Furthermore, we identify working conditions needed to support the well-being of family/friend carers as well as residents and staff. These include greater appreciation of relational care work, time for effective communication, teamwork, and appropriate, inclusive physical spaces. Findings make visible the importance of relational care and have implications for improving living and working conditions in LTRC.
Introduction
With population aging and increasing numbers of older people living longer with chronic health conditions and disabilities, the need for long-term residential care (LTRC) is increasing. Most broadly, LTRC facilities are defined as "places of collective living where care and accommodation is provided as a package by a public agency, non-profit or private company" (Organisation for Economic Co-Operation and Development, 2005, p. 17) . Across Canada, an estimated quarter of a million older people currently live in these care homes (Minister of Industry, 2011) , and the number of people who will require LTRC is expected to double over the next two decades (Library of Parliament, 2012) . There are similar trends across high-income countries. In Europe, for instance, over the next 50 years, an estimated 3 times more people aged 80+ will need some form of long-term care (Social Protection Committee, 2014) .
Assistive personnel (i.e., health aides or personal support workers) and nurses provide most paid care in LTRC (Colombo, Llena-Nozal, Mercier, & Tjadens, 2011; Laxer et al., 2016) . Therapists and doctors as well as housekeeping, dietary, and maintenance staff work in these settings too . In addition, some residents' family members and friends spend significant amounts of time in LTRC and remain intensively involved in care work. For example, of the 5.4 million Canadians who cared for an older family member or friend in 2012, 14% supported someone living in LTRC or a hospital. Just over one fifth of the family carers 1 assisting someone in a facility gave over 10 hours of care per week, with more hours provided when a resident was older and had more severe health conditions such as dementia (Turcotte & Sawaya, 2015) . These unpaid carers, most of whom are women, provide and manage body care, offer emotional support, promote social engagement, advocate for relatives, oversee the care that staff provide, and contribute resources and ideas to the LTRC community (Davies & Nolan, 2006; Gaugler, 2005; Gladstone, Dupuis, & Wexler, 2006; Keefe & Fancey, 2000; Stadnyk, Chamberlain, Warner, Marie Earl, & Nickerson Rak, 2017; Zimmerman et al., 2013) .
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1 York University, Toronto, Ontario, Canada from society to spend their final years, enduring routinized, medicalized care (Baum, 1977; Johnson, Rolph, & Smith, 2010) . But the face of long-term care is changing. In recent years, many care homes have sought to prioritize personhood and quality of life, to make these settings more homelike, and to support the development of collaborative relationships among workers, family carers, and residents. This transformation in the philosophy and organization of LTRC is often referred to as "culture change"-a movement that encompasses models such as person-centered and relationship-centered care (Bangerter, Van Haitsma, Heid, & Abbott, 2016; Beach et al., 2006; Koren, 2010; White-Chu, Graves, Godfrey, Bonner, & Sloane, 2009) .
Despite advances in approaches to care, residents' family members and friends still occupy ambiguous roles in LTRC. While administrators often encourage family members to visit, their skilled caring expertise tends to be invisible (Barken, Daly, & Armstrong, 2017) . Moreover, few formalized supports exist for family carers. Although family members and friends may be considered "part of the team," care homes often lack structures to facilitate their integration and engagement over time (Baumbusch & Phinney, 2014, p. 88 ). The consequence is that family members and staff alike often lack a clear understanding of what positive family involvement might look like. This ambiguity makes it difficult for family members to participate in ways that are meaningful and rewarding and, in turn, may exacerbate tensions between family and staff (Majerovitz, Mollott, & Rudder, 2009) .
In this article, we look across selected Canadian and European contexts to identify practices that support the mutual well-being, participation, and inclusion of family carers as well as care home residents and workers. Many studies explore staff-family relationships (Brown Wilson, Davies, & Nolan, 2009; Gladstone, Dupuis, & Wexler, 2007; Ward-Griffin, Bol, Hay, & Dashnay, 2003) , and some consider the care work that family members continue to do when their relative moves to LTRC Baumbusch & Phinney, 2014) . Here, we approach these issues from a different perspective, focusing specifically on the practices and conditions that families and staff find effective in the development of their relationships. Our aim is not to provide a universal model, but rather to identify practices that have the potential to "shape ideas and shift conceptions" about family participation in care settings (Mol, 2008, p. 10) . Our work arises from an international, interdisciplinary project that used rapid team-based ethnography (Baines, 2016) to explore and identify "promising practices" in LTRC. We consider care practices to be promising when they support meaningful and rewarding family engagement, and/or the development of collaborative, respectful, and trusting relationships among staff, family carers, and residents in LTRC. Drawing on observations and interviews with staff, family members, and residents in care homes in Canada, the United Kingdom, Sweden, Norway, and Germany, we address the following questions: (a) What care practices reflect meaningful, rewarding, and collaborative family participation? and (b) How can organizational conditions facilitate these care practices?
To begin, we consider the implications of culture change, person-centered care, and relationship-centered/ relational care for conceptualizations of family participation in LTRC. We then review the existing literature on family involvement and staff-family relationships within this context. Our study is oriented around the concept of relational care, which highlights the interpersonal and interdependent nature of care work (Armstrong & Braedley, 2013; Rockwell, 2012) , and uses promising practices as a sensitizing concept to identify instances of relational care that pertain specifically to family involvement. To make relational care visible, our findings show how families and workers develop meaningful relationships upon admission, throughout the time a relative is living in a care home, and when residents are at or nearing the end of life. In our discussion, we consider how conditions that govern the organization of work can support rewarding family participation in LTRC. Furthermore, we make policy and practice recommendations for realizing the social aspects of care that are at the heart of movements such as culture change.
Context

Culture Change and Relational Care
Over the past few decades many, although certainly not all, care homes serving older people have undergone "culture change," a broad and diffuse movement characterized by shifts from hospital-like models that aim to provide safe, standardized clinical care, to homelike facilities that prioritize residents' autonomy and quality of life (Koren, 2010; White-Chu et al., 2009 ). Both historically and currently, LTRC has been criticized for narrowly focusing on residents' medical needs and employing profit-taking measures, while overlooking social care and other factors that can contribute to quality of life Diamond, 1992) . As a counter to these critiques, culture change espouses the development of close and collaborative relationships between residents, their family members and friends, workers, and the broader community (Koren, 2010) .
The concepts of person-centered care and, less often, relationship-centered care have gained popularity with the culture change movement (Edvardsson, Winblad, & Sandman, 2008) . Person-centered approaches seek to prioritize the needs and preferences as well as the empowerment of people receiving care in a holistic sense, beyond simply clinical needs (Bangerter et al., 2016; Brookman, Jakob, DeCicco, & Bender, 2011) .
2 Critics express concern, however, that person-centered practices focus too heavily on residents' autonomy and decision-making capacities (Nolan, Davies, Brown, Keady, & Nolan, 2004) , while overlooking the interdependencies central to care relationships over the life course (Lloyd, 2004; Rockwell, 2012) .
Stemming from these critiques, researchers have conceptualized relational or relationship-centered approaches that emphasize interpersonal connections and strong, mutually beneficial relationships between and among persons in need of care, their family members and friends, and paid workers (Beach et al., 2006; Kontos, Miller, & Mitchell, 2010; Nolan et al., 2004; Rockwell, 2012) . From this perspective, care is understood not "solely as a product, an outcome, or a service," but rather as a relationship built upon "trust, mutuality, and respect" (Armstrong & Braedley, 2013, p. 10) . Practices that support relational care include providing opportunities for social interaction; talking with residents about their feelings, worries, and values; and, crucially, considering their family and friends in discussions of care (Banerjee & Rewegan, 2017) .
Family-Staff Relationships in LTRC
While relational/relationship-centered approaches hold promise for family engagement, structural conditions often place limits on their participation in care home life. Models that consider staff as "experts" in care, as well as "customer-service" approaches, common in many care homes, can create uneven power dynamics and constrain the development of collaborative staff-family relationships (Austin et al., 2009) . Organizational constraints including scarce resources, high staff turnover, heavy workloads, and a lack of time make it difficult for staff to build relationships with family members. With such conditions, policies and practices tend to prioritize residents' physical care while rendering invisible their emotional and social needs (Austin et al., 2009; Gladstone et al., 2007; Sims-Gould et al., 2010) .
Structural conditions that leave little time for relational care work can give rise to tensions between staff and family members. Conflicts can arise when workers perceive that family and friends' care skills are inappropriate, and staff consider it risky for them to assist with some tasks (Holmgren, Emami, Eriksson, & Eriksson, 2013; Ryan & Scullion, 2000) . Families may also feel the need to monitor staff's work and the care provided to their relative (Baumbusch & Phinney, 2014; Dupuis & Norris, 2001; Holmgren et al., 2013) . Although family and friends sometimes feel excluded when relatives enter LTRC (White-Chu et al., 2009) , some also take responsibility for care, in part due to their perceptions of inadequacies in formal care provision . This can add to the stresses and demands facing unpaid carers.
Despite these significant challenges, positive familystaff relationships also exist and can support family participation at different stages of a relative's trajectory through care home life. The move from home to LTRC can relieve family members from the intense care work that often happens in home settings, while allowing residents and their relatives to maintain meaningful relationships (Bradshaw, Playford, & Riazi, 2012) . Here, collaborative meetings between families and administrators have been found to facilitate relations between the two parties (Pillemer et al., 2003) . Throughout the time a relative is living in a care home, family members and workers sometimes develop collaborative relationships when they trust and respect each other (Ward-Griffin et al., 2003) . Staff may acknowledge the expertise of family carers and may sometimes consider them to be resources with regard to such aspects as biographical knowledge of the resident (Gaugler, 2005 Kong, Fang, & Lou, 2017) . Clear, honest conversations about death and dying, that ideally begin before a resident is at or nearing the end of life, can bring families feelings of comfort, security, and preparedness (Banerjee & Rewegan, 2017 ). Staff's provision of information and support can also alleviate feelings of guilt among the family members of dying residents (Martz & Morse, 2017) .
In our ethnographic study, we found instances of promising family involvement, despite the existence of organizational constraints. These promising practices, ranging from attitudes and communication strategies to institutional policies and design elements, all serve to improve work and life in LTRC. Drawing on these practices, we suggest organizational changes needed on a broader level to support the mutual well-being and participation of families as well as residents and workers.
Design and Methods
This article is part of a 7-year project titled "Re-Imagining Long-Term Residential Care: An International Study of Promising Practices," which involved studies of 27 care homes in Canada, Germany, Norway, Sweden, the United Kingdom, and the United States (http://reltc.apps01. yorku.ca). Looking across these contexts, our project sought to identify practices and conditions that promote the dignity and respect of workers, residents, and unpaid carers. Findings were gathered between 2012 and 2016 using rapid ethnography, a methodology where researchers collect rich data through interviews, observations, and document analyses from multiple sources over a short period (e.g., 1 week per data collection site) (Baines & Cunningham, 2013; Beebe, 2014) .
Key informant interviews with community and employer group members, union representatives, and government officials provided the basis for selecting sites considered promising to include in ethnographic research. All care homes were government regulated, received government funding for some but not all services, and provided residents with 24-hour nursing care. Most, but not all, were nonprofit. Researchers gained familiarity with the jurisdiction and particular care home before observing and interviewing administrators, workers, volunteers, and residents as well as their family members and friends. In most cases, teams of 12 to 14 experienced and novice researchers visited each care home. Site studies were 1 week in length, and as part of the protocol, 1-day "flash" visits within the same jurisdiction were conducted to allow for comparisons. Ethics approval was obtained through the York University Office of Research Ethics, and from individual care homes and affiliated universities as required.
To recruit interview participants, researchers hung posters in common areas and distributed pamphlets widely throughout the homes. Managers were asked for advice on who to interview, although researchers made it clear they planned to approach anyone in the facility to solicit participation. Respondents read and signed informed consent forms prior to taking part in interviews. In Germany, Norway, and Sweden, a professional translator and/or team members fluent in the local language assisted with interpretation as required. Interview guides that encompassed broad, open-ended questions were developed to elicit the experiences of families, residents, frontline care workers, management, custodial staff, and volunteers. For example, family members were asked to describe their perceptions of "a good care home," what they "look for in staff," and how staff involved them in the care of their relative. Questions directed to care workers focused on their daily work, their perceptions of good care, and their relationships with other staff, residents, and family members. Reflecting our ethnographic method and the diversity of participants involved, interviews ranged in length from 15 minutes to 2 hours. Most were between 30 and 60 minutes.
Team members including senior researchers and students also conducted observations over 1 to 4 days in each of the facilities, from 7:00 a.m. until as late as 2:00 a.m. Observations were conducted in all locations except residents' private spaces and captured a broad spectrum of everyday work/life experiences such as mealtimes, recreational activities, family and resident council meetings, staff meetings, and interactions among staff, families, residents, and researchers. Lowndes was directly involved in conducting ethnographic research at most of the study sites.
This article is based on an analysis of excerpts from fieldnotes that involve observations of and interactions with residents' family members and friends, as well as interviews where participants discuss family involvement. It draws on data from nine Canadian care homes located in the provinces of Nova Scotia (2), Ontario (3), Manitoba (2), and British Columbia (2). We supplement with data from six European sites that were considered to have particularly promising practices with regard to family engagement. These sites had certain conditions including blurred divisions of labor, sufficient and permanent staffing, and inclusive physical spaces that facilitated family participation. They were in Germany (2), Norway (1), Sweden (1), and the United Kingdom (2). In total, we draw on data from 15 care homes located in urban and suburban areas and small towns. The smallest facility accommodated 24 residents, and the largest, 197.
Data Analysis
The first stage of analysis involved closely reading a total of 372 interview transcripts and observational fieldnotes, and coding sections that illustrated positive instances of family involvement. Interviews that did not discuss promising family engagement were excluded after this initial analysis. We identified 149 interviews to be included in the next stages of analysis (101 with staff, 31 with family members, nine with volunteers, and eight with residents). Given the broad ethnographic method used for this study, we did not collect detailed demographic information about participants.
After acquiring an intimate familiarity with the data, it became clear that family participation took different forms throughout a relative's time in long-term care. We coded data under three broad categories that account for different phases in the long-term care trajectory: (a) the point of moving in, (b) throughout the time a relative was living in a care home, and (c) during the final stages of life and after a resident had passed away. These three broad categories reflected our interviews and observations, as well as the existing literature on staff-family relations. For example, our study and previous research highlights the importance of supporting families during the final stages of life (Banerjee & Rewegan, 2017; Martz & Morse, 2017; SimsGould et al., 2010) . We analyzed interviews and observational data falling under these three categories following Marshall and Rossman's (2006) principles for interpretive thematic analysis. This involved "noting patterns evident in the setting" and then inductively developing subcategories that represent the meaning expressed by participants (Marshall & Rossman, 2006, p. 159) . For example, under the broad category "moving into a care home," we identified subcategories including "clarifying expectations" and "getting to know each other." Throughout the coding process, we wrote analytic memos, which aided with interpreting data and developing themes. We used promising practices as a sensitizing concept that "provided an analytic frame, serving as a point of reference and a guide in the analysis of data" (Bowen, 2006, p. 4) . This sensitizing concept drew our awareness to situations that made meaningful family engagement and collaborative staff relationships possible.
To ensure trustworthiness and rigor throughout data collection and analysis, we used key informants to initially select exceptional care homes for inclusion in the study, and triangulated multiple perspectives, including those of staff, families, and residents. We also consulted other team members involved in the ethnographic research when we originally developed the idea for this article, once we had established and drafted an outline, and when a draft was complete. Team members reflected upon our findings and provided suggestions for additional points of analysis based on their firsthand knowledge of the care homes. We used QSR International's NVivo 10 (http://www.qsrinternational.com/product), a qualitative analysis software package, to facilitate data storage and retrieval.
Results
Care practices that promoted meaningful and rewarding family participation extended beyond task-based or clinical care, and beyond a focus on official rules, guidelines, or regulations. These promising practices allowed for the development of mutually supportive and collaborative relationships among family members and staff upon the point of entry, throughout the time a relative was living in a care home, and when residents were at or nearing the end of life.
Moving In
While the transition from home to LTRC can be challenging (Chen, 2015; Gladstone et al., 2007) and can induce feelings of guilt in family carers (Martz & Morse, 2017) , positive experiences often began with families and residents feeling welcome and confident that good care would be provided. In this regard, knowing about a care home and its reputation in advance of admission, and being able to assert some autonomy concerning the decision to move into a certain location, was helpful. A resident in Ontario stated, Staff in some care homes not only explained the importance of welcoming residents to a new living environment but also described how they worked to build relationships with their family members and friends, to identify the forms of assistance they might need, and to include them in decision making. Fieldnotes from a Manitoba care home observe that when new residents moved in, staff identified "key point people in a resident's family" as well as "who else in the family needs to get involved (for example, when a spouse is overwhelmed)." As this fieldnote suggests, workers demonstrated knowledge of the relational dynamics that exist within families (i.e., the stresses facing spouses) and endeavored to respond appropriately. For instance, a nurse explained how they tried to support families in ways that prioritized their long-term relationships and that facilitated family visits. To do this, she worked closely with families to develop trust and to ensure that living arrangements fit their needs and preferences:
So to see two family members and seeing them in a different capacity and know that we've earned his trust to want to come back. Nine husband and wives, some have been here at the same time. Many have. Some have had to have adjoining rooms because we have four sets of rooms that are adjoining . . . We've had two husband and wives that have had both their mothers here at the same time so the grandchildren can come in and be excited. Are we going to go see Grandma Shirley or Grandma Jane and that's what they would call them. Just building that relationship and opening the doors that it is a good place to visit and everyone is safe and comfortable here whether it's staff or families. Goes to respect, love, warmth, appreciation.
At this care home, all workers, including dietary, housekeeping, and administrative staff, began to develop rapport with residents' family members and friends upon admission and, as a part of their job description, were expected to maintain this rapport over time. A receptionist stated, I know all the residents by name, all 80 of them. And I know maybe almost all of them, at least I know one or two of their family members by name . . . when they move in when I get their names as long as they keep coming the family members I know them.
While receptionists may not normally be considered "care providers," this participant explained that she was often the first person to learn about complaints that families might have and to direct them to the appropriate staff person who could respond. To do this effectively, she needed to have considerable knowledge regarding residents' families and the skills to respond to the challenges they were facing.
We also observed situations where staff honored the family's biographical knowledge of the resident. In another Manitoba care home, a social worker explained how she was developing processes for learning about residents and their families, and for then sharing this information with other staff, including care aides. This extended beyond the details normally provided during the admission process, and meant that staff could learn from the family's knowledge and personal experience: and I take it and I write a nice synopsis for the floors . . . My idea would be that it's given to the health care aides and where in the care plan would you like it so that you can access it so that you know because I'm not the one providing the day-to-day care for them.
In various care homes, staff talked about the importance of clarifying expectations upon entry. We witnessed promising practices when workers did not simply outline policies and procedures, but took the time to explain the rationale and purpose of care practices concerning such issues as risk and efforts to minimize the use of restraints. In these encounters, workers sought to clarify procedures so that family carers could share staff's knowledge, better understand how and why decisions were made, and feel secure in their relative's care. This knowledge sharing took time and skilled communication, and it exemplified how some homes prioritized family inclusion in the care process. A nurse in Nova Scotia explained, I think that's another big piece of my job is that the more contact you have with the families even though it's timeconsuming, the more transparent you are, the more honest you are about the way things are here, you know, it's really appreciated and the more on board families are. I just find a lot of family education is still needed but we have come a long way with providing them with education like especially if we're talking about restraints . . . And talking about the right to be at risk and how agitated people can be to be restrained and how we're trying to provide the residents with the best quality of life.
When family members and staff began developing mutually supportive relationships upon entry to LTRC, the two parties could appreciate one another's knowledge even when they had differing opinions. At the same time as families could share biographical knowledge of the resident, staff could engage in conversations about the care practices they considered appropriate within the LTRC environment.
Life in LTRC
Throughout the time a relative was living in a care home, we observed instances of mutual respect and appreciation among family members and staff. Families felt validated when staff were readily available to listen to concerns and responded in ways that led to concrete improvements in care. The granddaughter of an Ontario resident explained, All you have to do is just voice out what problems there are or what things that you think need to be changed . . . all you have to do is walk up to a staff member, ask to speak to the proper staff member and work it out and you feel better about it.
Some care homes also solicited feedback from families through qualitative questionnaires, which provided formalized recognition for family experience and knowledge. Fieldnotes from a meeting with managerial staff in Manitoba observe, They are now sending out an annual family survey to receive feedback on the quality of care they are providing. The focus is on asking simple questions. "What are the three things we are doing really well?" "What can be changed?" "How are we doing?" Due to this switch to simple questions from a more complex numerically ranked "1 to 5" approach, there is less need for teasing out interpretations of what the responses that families provide really mean. They hope to get a higher rate of return through this new approach. And also to communicate it back to staff. If they are gathering information on the quality of nursing, diet, recreation, and housekeeping, their departments need to know what families are saying. The staff and the families also need to know that this survey data is not just being filed away, but that it is actually going somewhere.
Family members and friends also recognized the challenges facing workers as they attempted to provide care within environments often characterized by understaffing and scarce resources. At a British Columbia care home, a daughter commented, And I think with what the staff has available to them they do a phenomenal job . . . I mean they're stretched but still it was just nice to know that there is a group there working with us and that are trying really hard to look after her needs.
For their part, some staff indicated that they valued family members' recognition of their work. A care aide in Ontario explained how some families "tell how they feel and what you do for the family . . . that makes you feel good that you're doing something worthwhile." This respect and appreciation showed how families recognized the constraints that workers were facing, which in turn served to enrich relationships between the two parties.
Opportunities to share meals, private and public spaces to accommodate family and friends' visits, and activities that made it possible for workers, residents, and family carers to spend meaningful time together all supported rewarding participation. In one Nova Scotia care home, a daughter commented on the low cost of quality food: She could purchase a meal for less than 5 Canadian dollars or bring in her own food if she chose to do so and enjoy mealtimes with her relative. Elsewhere in Nova Scotia, a man who frequently visited his wife described how comfortable and welcome he felt. Not only was this involvement important to his day-to-day well-being, but it made it easier for the couple to maintain their relationship: "I miss the odd day but I seem to want to come back and the staff views me like one of themselves . . . I feel pretty good about most of them here because they're very good."
Participants also appreciated outdoor spaces where families and friends could enjoy time with residents. A U.K. care home was in the process of building a playground in direct response to suggestions from residents who valued visits from family members with young children. As researcher fieldnotes observe, the manager at this care home was hoping that the playground will encourage family members to bring the grandkids to visit, and will generate more family time for residents too since parents of little ones don't have to decide "who's going to visit mum and who's going to stay home with the little ones."
Participants viewed holiday parties, concerts, and outings as valuable opportunities to connect with others in ways that were unrelated to clinical care, but rather promoted collective social participation. We observed promising social engagement at a German care home, where residents prepared for and celebrated lively holiday parties with staff, family members, and friends. Fieldnotes captured this:
Everybody from this unit except the dying resident who is bedridden is joining the party . . . there are some family members and residents from the service-living. The residents are swaying to the music and some are dancing . . . Some little children are also there.
In Sweden, an activity coordinator described monthly wine and cheese parties that were held in the evenings, which made it easier for family members who worked during the day to participate.
We also found that integration with the broader community supported family engagement. Care homes that were centrally located in communities and near other services facilitated frequent intergenerational visits, as well as opportunities for residents to leave the facility. An urban care home that was built as part of a local community center in Norway made it easier for families to visit while combining errands and children's activities such as swimming lessons. In Ontario, one site's proximity to a vibrant market allowed families and residents to enjoy a meal together or a walk outside and to take in sites of everyday life. A resident's wife explained how this location made it easier to eat out with her husband, and to thus engage in a relationship that included life outside of the care home:
I take him to the . . . yeah, actually Sandra and I took our men the first time last summer when I met her we took them out for lunch to [restaurant]. It's about seven blocks. But my son comes and we take him out for lunch because I can't do it myself. I have to take him downstairs and have somebody wait with the car and that kind of thing. But yeah, we've been out quite a few times.
While family members valued opportunities for participation, it is important to note that these relatives did not feel a duty to continue providing direct care. As have argued, feeling responsible for care work can add to the challenges and demands facing families. Rather, meals and activities as well as physical spaces and locations allowed family members to engage in the daily routines of care home life to the extent desired.
Death and Dying
When residents were nearing the end of life, staff not only provided comfort and clinically related care to the resident but also continuously communicated with and supported their family members and friends. At the same time, promising practices recognized the challenges that workers faced when losing residents they knew well, and allowed for staff to grieve with families.
Promising practices involved discussions about death and dying that began early in the long-term care trajectory to foster preparedness among families and knowledge of what to expect when a resident was in their final days. A manager in Manitoba explained, We talk to the family about what happens when you die but we don't do it on the day that we tell you your mom is dying. We do it right from the beginning. I'll sort of say to them, "You know, when death comes your mom is not going to be taking any food or drink but it's not a bad thing."
Staff emphasized the importance of clarity and honesty when families might find it difficult to accept that their relative was nearing the end of life. Although physicians were often primarily responsible for communicating with families around death and dying, workers collaborating to support one another, to support families, and to support the resident was helpful. A physician at an Ontario care home commented, I mean there's team. When somebody has been a resident for a long time and you know that everybody is close to that person who is now going, there's team support. And I guess I'm used to taking a bit of leadership so I might be somebody who would initiate a little bit of debriefing. It's not big. And we have the benefit of having pastoral care very much a part of things and even recently we have a social worker on the team too. So I think everybody takes care of everybody.
Families highly valued open communication and often commented that staff's support made them feel more secure when relatives were nearing the end of life. As the daughter of a resident in British Columbia explained, "The palliative nurse came in and explained to me what the process is, what they're watching for, what's happening, what is going to happen so they prepare me . . . quite well." Physical spaces to stay overnight, small comforts such as tea and cookies, and support for grieving were all conditions that facilitated family engagement at the final stages of life. At a Manitoba care home, a manager explained, So when a person is dying we try and encourage the family to stay so we have a bed that we put in the room so they can sleep with the family member. We will make sure that they get coffee and tea and food and the staff sort of spend a lot of time visiting. They'll often pop in and just talk to the resident because no one should be alone when they die, you know. So that's the deal. Spiritual care will spend time. We have a basket and it's called the end-of-the-life basket and it's sort of got a tape recorder with music. It's got cookies and juice and stuff for the families. It's got towelettes and things like that so they can be involved with the resident.
At a German care home, we observed promising processes and structures to honor the deceased and to support families, workers, and other residents in their mourning:
[There is a] large book on the stand in the front. On the right are the pictures and names of residents who have just arrived and on the left are pictures and names of people who have died . . . [A manager] explains that the palliative care subject took a long time to establish and it is no longer a taboo. Along with this book, which displays a resident's passing on, the deceased stay in their room until everyone has said goodbye then [the body] is collected. They also used to carry them out from downstairs, and now they believe it is important that the resident leaves through the same door through which they came.
Our findings suggest that bereavement care needs to account for the close relationships that some families develop with staff. Here, supports for workers who struggle with the frequent loss of residents was a promising practice. Staff valued having time to grieve, to attend funerals, and to maintain connections with families. This in turn made visible the significance of staff-family relations. A nurse at a U.K. care home commented, Yeah, I'm really close now not only with the residents, also with the family. From the moment they came in you already establish the relationship up to the last . . . We also go to the funerals. And also the family we are able to build a relationship.
This nurse further explained how a new manager had implemented organizational changes within the home that prioritized flexibility over strict schedules and task completion, and gave staff the time to respond to the needs of residents and families. Such changes made it possible for workers to strengthen bonds with families:
Before [the new manager] our relationship to the relatives is quite distant and now we have a very good relationship with the family . . . You know, they can tell any concerns to us or to me, any problem. Also if you are giving them time as well they will approach you any time, any concern.
Strong relationships between workers and families often continued after residents had died. Not infrequently, the family members and friends of deceased relatives continued to volunteer, demonstrating a high level of commitment to as well as a positive experience with the care home. In discussing the family's reaction to their mother's recent death, a nurse in Manitoba stated, It's definitely something that people want to still be a part of and we treat it like a family . . . The resident that just passed this morning they said, "What can we do to come back? How can we volunteer?"
Discussion
In this article, we have explored promising practices that support family participation in LTRC settings. The practices we identify show how workers and families achieve relational care as they collaborate and build interpersonal connections. As such, our findings contribute to literature, and to the broader culture change movement, that recognizes the importance of relational care (Banerjee & Rewegan, 2017; Kontos et al., 2010; Rockwell, 2012) . At the same time, we make a new contribution by showing what relational care looks like specifically where families are concerned. Upon admission, staff worked to get to know each individual family and/or circle of friends and to recognize their specific concerns. Throughout the time a relative was living in a care home, we observed mutual respect and appreciation as well as staff organizing activities that included families. Finally, when residents were at or nearing the end of life, staff collaborated to support one another and to support residents' families and friends.
Workers and families highly valued relational care, and it formed the basis for meaningful family participation. The promising relational care practices we have identified, however, were by no means universal. They tended to be the exception rather than the norm, as organizational conditions often constrained the development of positive staff-family relationships. To make visible and extend these promising practices, we argue that it is necessary to ensure conditions that value the relational work that LTRC staff do with families. It is important that peers, supervisors, and administrators value relational care as skilled work, and provide opportunities for members of different occupational groups to gain and use relational caring skills (Nolan et al., 2004) . Recognition of the relational aspects of family engagement can serve to ensure that workers have much-needed supports and resources, such as time to grieve and to attend funerals when residents die (Banerjee & Rewegan, 2017) . In this regard, our findings have implications for developing policies and practices that facilitate family involvement. We suggest that time and resources for effective communication and for teamwork, along with appropriate, inclusive physical spaces and locations, are conditions needed to facilitate rewarding family involvement.
Communication
Effective communication can promote strong interpersonal connections and feelings of security, continuity, and belonging among all individuals involved in care relationships (Nolan et al., 2004) . Indeed, purposeful communication was at the heart of the promising practices we observed. Upon admission, communication was necessary for families to share their expertise and biographical knowledge, and likewise, for workers to explain rationales for care practices. Throughout the time an older relative was living in a care home, consistent, respectful, and ongoing interactions with staff who knew the resident well allowed families to feel valued, to share commendations, and to voice complaints, through formalized mechanisms such as surveys and by simply approaching available workers. When residents were at or nearing the end of life, information sharing along with supportive processes and structures gave family members feelings of comfort and security.
Other studies have similarly pointed to the importance of effective communication in LTRC (Bangerter et al., 2016; Savundranayagam, 2014; Tsai, Tsai, Weng, & Chou, 2013) . Bangerter et al. (2016) suggest that care homes prioritize communication training to realize person-centered practices. We add that time, in addition to training, is necessary for positive, effective communication, and that considerations of time should be implemented into current and future care practices. Skilled communication takes time: time to account for knowledge that families and friends already have, time to sort out what information needs to be shared, and time to ensure that it has been shared effectively and for ongoing discussions and clarification. Even if workers are well trained in communication, they will not be able to use their skills if they lack time (Armstrong, 2013; . Ensuring that staff have the time and resources for communication is thus integral to relational care practices and to supporting family participation in LTRC. Furthermore, consistent and permanent staffing means that care workers can develop ongoing relationships and thus communicate more effectively with residents and their families. Other studies consider such continuity an indicator of resident quality of life (Stadnyk et al., 2017) .
For care homes to realize the social aspects of care that are at the heart of movements such as culture change, we argue that organizational changes must be implemented. While the work of staff varies across occupational groups and jurisdictions, in many instances, including in Canada, the focus remains on task-based work (e.g., bathing, assistance with meals, medication) and on documentation (Banerjee & Armstrong, 2015) . By contrast, some other jurisdictions such as Sweden prioritize relational care, and staff have more time to interact with residents and their families (Daly & Szebehely, 2012) . Policy changes are required in countries like Canada to provide workers with the time and flexibility in their schedules to build the relationships with residents and families that are integral to quality care. It is equally necessary to address structural problems related to understaffing, turnover, and part-time employment that are common in many care homes Harrington, Schnelle, McGregor, & Simmons, 2016) to ensure consistency in communication and to facilitate the development of supportive relationships over time.
Teamwork
Teamwork across occupational groups facilitated family participation in the care homes we studied. We echo Nolan et al.'s (2004) argument that staff are better positioned to provide relational care when they "feel a part of a team with a recognized and valued contribution" and thus feel a sense of belonging with a peer group (50). Teamwork made it possible for staff to support one another and to share information regarding families' diverse needs. Recognizing the contributions all workers can make to family participation, from physicians to receptionists, was an important part of the teamwork we observed. It meant that all members of the team were aware of family needs and concerns and worked together to include them.
While team-based integration is evident in some jurisdictions, like Sweden, others like Canada have stricter divisions of labor among occupational groups (Daly & Szebehely, 2012) . The outsourcing of various departments such as laundry, housekeeping, and dietary services presents barriers to teamwork because some workers are not employees of the facility. There are also staffing shortages and a heavy reliance on casual and agency staff in many facilities, and these workers are often unfamiliar with the particular needs of residents and their families (Lowndes & Struthers, 2017) . Practices that ensure integration among diverse workers could be implemented more broadly, such as providing in-house services and creating more permanent, regular part-time and full-time positions. Formal and informal opportunities for team building, ranging from scheduled meetings to social gatherings, would also help to promote teamwork.
Spaces and Locations
Finally, our findings illustrate how physical and social spaces as well as central locations can promote relational care practices and family participation (see also Andrew & Ritchie, 2017) . We suggest that future planning prioritize not just physical design to provide families with the space to interact and socialize within the care home, but also consider location and community integration so that families can easily go out with residents and/or combine their visits with other activities. Existing care homes might consider renovating to implement physical features that make family involvement more comfortable and convenient, such as on-site playgrounds for young relatives and comfortable, accessible indoor and outdoor spaces (Lowndes, Struthers, Chivers, & Tufford, 2016) , as well as dining areas like cafés where residents and their families can share food and drink (Andrew & Ritchie, 2017) . Furthermore, urban sites that are within walking distance of shops and restaurants provide opportunities for residents and families to share time outside of the care home (Struthers, 2016) . By contrast, locations that are only accessible via car can make visits more time-consuming and expensive (Armstrong & Braedley, 2016) . Policies and practices must prioritize the development of spaces and places that bolster inclusivity, autonomy, privacy, and socialization, to promote a vision of relational care that includes meaningful family involvement.
Conclusion
Using data from an international, ethnographic project has allowed us to take a broad view of family participation and to identify conditions that underlie promising relational care practices. It should be noted, however, that we did not directly compare governing policies and their implications for family engagement. This is an important avenue for future research. Findings from this article may still be used to develop care practices that prioritize relational care and thus meaningful family engagement in LTRC. The promising practices we observed were premised upon effective, open communication; mutual respect and trust; knowledge of family members' needs and concerns; and the development of welcoming environments. As such, these practices make visible the importance of relational care within LTRC. Based on our findings, we suggest that the following be considered when revising current care practices and when designing new facilities: (a) sufficient and permanent staffing and time built into workers' schedules for social interaction, (b) structures as well as informal opportunities for teamwork, and (c) physical locations and spaces within and outside care homes that make it possible for individuals to spend meaningful time together. Such conditions, and recognition of family contributions to LTRC, must be considered essential aspects of culture change.
